Basic hypothesis
It is estimated that 30% of patients referred to a general surgical outpatient clinic require minor surgery which may be suitably performed in the outpatient theatre'. A large proportion of such procedures are excisional in nature with the majority consisting of sebaceous cysts, benign papillomas and lipomas. It is often taught that all excised specimens should be examined histologically-but the validity of such a statement is unproven in any rational manner. The practice of submitting all excised material for histological examination is arguably the safest, in the same way that every patient with a head injury or inversion injury of the ankle has a skull or ankle X-ray. The latter dogmas have recently been queetioned'v' because of the considerable costs involved and now X-rays are performed on selected individuals, based on clinical assessment. Similarly, the proposition that routine intravenous urography before large bowel cancer surgery makes an essential contribution to patient management has been found to be of virtually no value, let alone cost-effective", We believed that the practice of submitting all minor excised lesions for histological examination was also based on unchallenged dogmas. As most specimens tend to be lipomas or pilosebaceous lesions, and are easily recognized as such, histology contributes little to the vast majority of cases excised in the outpatient theatre. We performed our own study to ascertain whether all or only selected specimens should be examined histologically and if a selective policy was to be adopted, on what basis it would be both economical and safe.
definite clinical diagnosis was made, there were 2 important histological diagnoses. Seventy-one per cent of the remaining 291 patients had a correct clinical diagnosis, but the errors (29%) were considered important in only 1 patient.
How often can an accurate preoperative diagnosis be made? Three hundred and twenty-five consecutive minor operations were performed on the same number of adult patients during the period of study. The first diagnostic consultation was performedby the consultant in 242 cases (75%), by the senior registrar in 68 cases (21%)and by the registrar in 15 cases (4%). Of the 325 patients seen, a clinical diagnosis was made in 300 (92%)-details are shown in Table 1 . No diagnosis was made in 7, 13 and 0% of cases seen by the consultant, senior registrar and registrar respectively.
A pathology report of the excisedlesion was available for 316 patients (97%). Of the 9 for whom no report was available, the clinical diagnosis was sebaceous cyst (6), lipoma (2)and foreign body (1) . Therefore, excluding these 9 patients as well as the 25 patients in whom no clinical diagnosis was made, there were 291 patients for whom the accuracy of clinical diagnosis could be checked against the final histology report.
In 208 patients the clinical and pathological diagnoses were in agreement giving an overall clinical diagnostic accuracy rate of 71%. This figure was similar for all grades of staff, being 70, 73 and Patients and methods All patients included in this study were consecutive referrals during a 2 year period to the University Surgical Unit with a lesion of the skin or subcutaneous tissues.
Patients were seen by a surgeon of either consultant, senior registrar or, occasionally,registrar status, and a clinical diagnosis was recorded whenever possible. In those patients in whom it was considered safe to excise the lesion with the limited facilities of an outpatient theatre, surgery was performed using localanaesthesia. Excised specimenswere sent forhistological examination.
All the operations were performed by a single surgeon (JAP) who documented each procedure prospectively, and this, combined with a full review of all the pathology reports as well as clinical notes as necessary, comprises the data from which this study is made.
Histology reports were available for 316 patients out of 325 prospectively documented patients and of these, 99% were benign. In 25 patients for whom no There was one important error: a clinically diagnosed haemangioma was found to be a basal cell carcinoma. Of the unimportant errors, most were of imprecise terminology, e.g. sebaceous cyst found to be pilar or epidermoid cyst. In one patient with a clinically diagnosed secondary cutaneous deposit, histological examination indicated that it originated from a bronchial rather than a suspected gastric carcinoma.
What contribution does histology make? A clinical diagnosis was not made in 25 patients and for these histological examination was clearly necessary. All but two were lipomas or benign lesions of the pilosebaceous unit. Of the two exceptions, one was a squamous cell carcinoma and the other was a scabies bite which required the patient to have antiscabies treatment.
Adequacy of excision was assessed histologically in all lesions examined. In 16 cases (5%) excision was stated to be incomplete. One of these was a basal cell carcinoma which had been partially excised and this necessitated further treatment. Nothing further was done to the remaining 15 cases which were benign lesions.
It is obvious that the vast majority oflesions excised 8S an outpatient procedure are benign (99%) with routine histological examination adding little to the management of such patients. Of far greater importance were the 4 patients for whom the histological diagnosis was significant, but we would question whether routine histological examination of every specimen would be the only way to detect these 4 patients.
For lesions of the pilosebaceous unit, all were diagnosed correctly even though the terminology was imprecise in 16%. (Surgeons still diagnose 'sebaceous cysts' -a pathological nonentity.) Although 0.5% of these lesions are malignant in large series" they are almost always cured by local excision? and it is questionable whether histological examination would alter the management of a properly excised lesion.
A 'recurrent' pilosebaceous lesion, however, should be treated with greater suspicion for this may indicate recurrent tumour. Similarly, the risk of malignancy in subcutaneous lipomas suitable for outpatient excision is exceptionally low", Again, 'recurrent' lipomas should be regarded with a degree of suspicion because of the possibility of malignancy.
In those lesions where the clinical appearance may be similar for both the benign and malignant form and the implications of malignancy are considerable, histological examination of every excised specimen becomes essential. This typically applies to melanocytic lesions where, although there were no malignant cases in our series, the incidence of malignant melanomas was 5% of 663 melanocytic skin lesions excised in our hospital during 1986.
Costs
The financial implications of submitting selected specimens for histological examination are considerable. At present, 8.5% of all specimens received by our histopathology department originate from the outpatient theatre in which 6 surgical firms have one session a week each.
The technical costofprocessing these 1265specimens, excluding pathologist's time, is approximately £11400 per annum (based on a charge of £9 per specimen). Estimating the costs of pathologists' time is more difficult. The Royal College of Pathologists recommended that the optimum workload of a regional pathologist be 2000-3000 surgical specimens a year and for a teaching hospital consultant rather less". As these lesions usually require little time to diagnose histologically, approximately one quarter of one consultant's time (and salary) is taken by examining these specimens which brings the total cost near to £19000 per annum. If pilosebaceous lesions and lipomas had not been examined histologically in this study, the number of specimens sent for examination would have been reduced by 60%. This represents a potential saving of about £11000 per annum; however, this saving would be somewhat lower unless staffing levels are reduced as a result.
Recommendations
Few would argue (ourselves included) against all clinically undiagnosed lesions being examined histologically, but on what basis should a selective submission of the remaining specimens to histopathology occur?
It would appear that histological examination of specimens excised in the outpatient theatre is of benefit to the patient in only a minority of situations. We suggest that, provided the clinical diagnosis and the appearance of the resected specimens are comparable, pilosebaceous lesions and lipomas excised for the first time need not be examined pathologically. This applies provided the excising surgeon is of sufficient experience. Ifnot, then we suggest that the pathologist in the 'cutting up' room should examine the specimen and decide whether further processing is required. It could be argued that such a policy raises an unnecessary risk of litigation. We would contend that on the basis of evidence we have presented, the risks of missing an important diagnosis seem exceptionally small for what appears to be a considerable saving in time and money.
Furthermore, we suspect many of our colleagues have been following this approach for many years already.
